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Blastomycosis

Prepared by J. Newton MacCormack, MD, MPH; Acting Head,
General Communicable Disease Control Branch

Pia MacDonald, PhD; EIS Officer

Blastomycosisisafungd diseaseaffecting
humansand certainanimds, particularly
dogs. Spores of Blastomyces dermatitidis,
the causative organism, aretransmitted via
therespiratory route from evanescent
environmental sources, usudly moist soil
enriched with decaying organic matter. Thedistribution of cases
isusud|ly sporadic within fairly well-defined endemic and
hyperendemic areas of North America; partsof eastern North
Carolinaare defined ashyperendemic. Thereported incidence
isusually about 1-2 cases per 100,000 popul ation per year in
endemic areas. Occasionally, clustersof blastomycosiscases
occur, and arecent cluster in Duplin County illustrates some of
thefrustrating aspectsof dedling withthisinfection.

Between late November 2001 and early February 2002, eight
residentsof the Warsaw community in Duplin County had
onsetsof illnessesthat were diagnosed as pulmonary
blastomycosis. Becausefour of the earliest case patientsto be
diagnosed were studentsat thelocal high school, attention was
initialy focused on the school campusasthelikely source of
infection. However, theresults of investigation of these cases
and thefour casesin adultsthat subsequently cameto light
makethe campusan unlikely source. Some of the non-student
casepatientsnever or rarely visited the high school, and they
lived and/or worked some distance away.

An epidemiol ogicinvestigation was conducted by Duplin
County Health Department staff, assisted by local school staff
and the General Communicable Disease Control Branch. This
includedintensfication of casefinding, interviewswith case
patientsand their families, review of school attendancerecords
for absence patternscons stent with blastomycosis, investigation
of construction eventsinthearea, and analysis of weather
patterns during the suspected active period for B. dermatitidis
dissemination (based on the known incubation period of three

(continued on page 2)



(continued from page 1)

weeksto threemonths). Includedinthisepidemiologic
investigation wasstudy of four local canineblastomycosis
caseswith onsetsin January 2002. Takentogether, there
wasnothingintheresultsof al thesestudiesto suggest a
definable common sourcefor these human and canine
infections

Without aclear indication of the sourceof infectioninthis
clugter, therewasno point in attempting environmental
culturesto search for the source. Inthemajority of other
cluster investigations, even wherethere hasbeen clear
epidemiologicimplication of acommon sourcefor

multi ple casesof blastomycosis, environmenta cultures
have been negativefor B. dermatitidis. Giventherather
protracted blastomycos sincubation period, thismay have
been because investigatorsattempted their cultures after
conditions conduciveto growth of the organism had
changed to unfavorable. Inno case, however, hasthere
been cultura confirmation of an environmental sourcein
the absence of good epidemiol ogic evidencefor sucha
source; thisincludesinvestigations of two other North
Carolinaclusters.*?

Another frustrating aspect of blastomycosisisthedifficulty
inaccurately making adiagnosisof thedisease. Because
of itslack of sengitivity and specificity, the skintest
antigen, blastomycin, whichwasoncein useisnolonger
available. Serologictesting for thisinfection aso suffers
fromthisdeficiency. Thediagnogticgold standardis
visualization of theyeast form of B. dermatitidisina
clinical specimen; cultureisided, but may requireamonth
or morefor theorganismto grow. Obtaining aspecimen
that will yield apositiveresult can bedifficult toachieve
without invasivetechniquesin some cases.

First, however, one hasto suspect thediagnosis.
Becausethedisease usualy presentsinaform that mimics
other morecommon disorders, itisofteninitialy
misdiagnosed. Fortunately, many patientswith theacute
form of pulmonary blastomycosisrecover ontheir own
without antifungal therapy. Morbidity can be prolonged
and severein casesof chronicinfection when appropriate
treatment isdelayed. [

1. SmithJG, HarrisJS, Conant NF, et al. Anepidemic
of North American blastomycosis. JAMA
1955;158:641-6.

2. HarrisJS, Smith JG, Humbert WC, et a. North
American blastomycosisin anepidemic area. Pub.
Health Rep. 1957;72:95-100.

3. CDC. Blastomycosis— North Carolina. MMWR
1976;25:205-6.

PSST RIOT Targets Syphilis in

Guilford County

Prepared by Rhonda Ashby and Jan Scott
HIV/STD Prevention and Care Branch

Inan effort todiminate syphilisin High Point, Guilford
County hosted aPSST RIOT (“People Stopping Syphilis
Today” Rapid Intervention Outreach Team) onthe
weekend of May 17-18.

Twelveteamsof community partnersfrom acrossNorth
Carolinaconducted thisintense effort throughout the High
Point community. The PSST RIOT teamswere com-
posed of individual sfromloca community-based organi-
zations(CBOs), Sickle Cell Disease Association of the
Piedmont (SCDAP), the NiaCommunity Action Center,
Rocky Mount OI C (OpportunitiesIndustridization
Center), the Guilford County Health Department
(GCHD), theNorth Carolina SyphilisElimination Project
(NCSEP), and the HIV/STD Prevention and Care
Branch’'sFeld Serviceand Community Planning units.

Background
Guilford County (pop. 423,005) has been experiencing
anincreasein syphilissince 1999, when the county’s
syphilisratewas 13.5 cases per 100,000 persons,
compared to the state’' srate of 6.1 per 100,000. By the
year 2001, the county’ sinfectioussyphilisrate had
increased to 16.3 cases per 100,000, while North
Carolina soverall syphilisratedropped to 5.5 per
100,000. Asaresult, theHIV/STD Prevention and Care
Field ServicesUnitandtheN.C. SyphilisElimination
Project (NCSEP) have been working closaly withthe
Guilford County Health Department (GCHD) and com-
munity membersto decrease syphilis.

Weekend Outreach
Anintensiveweekend of homevisitsand health education
was planned—the PSST RIOT. On May 16, Todd
Vanhoy, thestate’sField Service Unit Manager, and
CarolineMosd ey, Guilford County SyphilisElimination
Coordinator (and designeefor the county health director,
Dr. Harold Gabel), Niaand SCDAP representativesheld
apress conferenceto announce the upcoming RIOT and
inform the community that PSST teamswould go door-
to-door offering freetesting, counseling and education.
Community awarenesseffortsalsoincluded articlesin
local newspapers, public serviceannouncementswith
local TV and radio stations, and bus ads. Flyerswere

(continued on page 8)



The North Carolina Public Health
and Environmental Health

Response To Bioterrorism

Prepared by Wiliam Service, MSPH, Industrial Hygiene
Consultant, Occupational and Environmental Epidemiology
Branch

Bioterrorism (BT) isan attack that causesor threatensto
causeillnessor diseasein ahuman population. More
specifically, bioterrorismislikely to bean act of
environmental contamination of food, water, air or
objects. Because popul ation-based prevention, detection
and control of diseaseisthe essenceof Public Hedlth, the
Public Hedth community—yparticularly itsenvironmenta
health agenciesand programs—hasacritical roleto play
in preparation for and responseto acts of bioterrorism.

TheN.C. Divison of Public Healthisinthefina stagesof
developing, and the early stagesof implementing, aBT
preparedness and response program. The current focusis
on placement of regional BT teamsinthe New Hanover,
Pitt, Cumberland, Durham, Guilford, Mecklenburg, and
Buncombe county health departments. Each teamwill
serve between 6 and 26 surrounding countiesand will be
dtaffed by aphysician/epidemiologist, aninfectious
diseaseinvedtigator, anindustrid hygienist, andan
adminidrativeassgtant. A amilarly staffed sateteamwill
beled by aphysician BT coordinator. Theindustrial
hygienists(IH) ontheregional and the stateteamswiill
providethe environmenta health component of thepublic
health response.

The coreepidemiologic functionsof the BT teamswill
include rapid detection of disease outbreak (primarily
through enhanced surveillanceand training); disease
outbreak investigation; and epidemic control. ThelH/
environmenta heathrolewill involvecharacterizing
exposure statusand identifying environmenta controlsto
minimize human exposureand risk.

Experiencefrom theanthrax attackslast fal highlighted
the need for environmental servicesand guidancefor a
number of issues, such asidentification of environmental
and exposure sampling methods; guidanceand oversight
for environmental contamination assessment; and
recommendationsfor exposure control such aspersona
protective equipment (respirators, protectiveclothing) and
work practices(mail handling and equipment
maintenance). Local and stateteam IHswill also spend a

3

cons derableamount of timetraining groupssuch as
Hazardous M ateria s Responseteams (who are much
more comfortablewith chemical agentsthanwith
biologica agents); law enforcement officids, and
environmental health staff at loca health departments.
Additiona tasksfor thelHswill includerisk
communication; vulnerability assessment and reduction
(suchaswith public water supply systemsand food
processorsand handlers); and integration of theregiona
BT program effort into local emergency operationsplans.

TheBT effortin North Carolinawill focusconsiderable
new resources on rapid detection and characterization of
disease and ilIness (including exposure assessment), and
implementation of effective control measures(including
environmental controls) to minimizemorbidity and
mortdity. Becausethese effortsarefundamental to public
hedlth and environmental hedlth, the opportunity existsto
enhancenot just BT preparedness, but the state’ s public
hedlth and environmental health capacity and
infrastructureasawhole.

O O 0O

Health Providers Get “Syphilis
Alert”

Prepared by Jan Scott, N.C. Syphilis Elimination Coordinator
HIV/STD Prevention and Care Branch

TheNorth Carolina
SyphilisElimination Project

maileda“ SyphilisAlet’ in =
May to morethan 16,000 —
medica doctors

throughout the state. Citing

North Carolina scontinued

disproportionate share of

infectious syphiliscasescompared to therest of the
United Statesand recent increasesin syphilisinfour N.C.
counties, theletter providesguidelinesfor screening,
treatment and reporting.

Not only isit important to prevent new casesof syphilis
because of the dangers of that disease, reducing the
incidence of syphilishasbeenfoundto also reducethe
rate of HIV infection. Theaverted HIV casesdueto
syphiliselimination activitiesin 2000, for example,
resulted in an estimated $5 millionin cost savingsfor that

year.
(continued on page 11)



N.C. Tuberculosis Control Updates

Prepared by Elizabeth Zeringue, TB Nurse and
Carol Dukes Hamilton, M.D., N.C. TB Medical Director,
General Communicable Disease Control Branch

The Role of the Medical Advisory Committee

TheMedica Advisory Committee
(MAC) is adedicated group of
physicians, specidizingininfectious
diseases or pulmonology, who have an
interest in and support the mission of
public health. The group meetsquarterly in Raleighwith
the TB Control staff to discuss changesin TB treatment,
evaluate CDC recommendations, and provide expert
opinion and guidanceregarding policy devel opment and
implementation.

A

The group’s current chairperson is Dr. ChrisOhl, whois
on faculty at Bowman Gray School of Medicineand isan
infectious disease specialist practicing at N. C. Baptist
Hospital. Other membersinclude Dr. Ward Robinson of
University of North Carolinaand Moses Cone Hospital;
AminaAhmed, pediatricinfectiousdisease specialist at
CarolinasMedical Center; Richard Frothingham,
infectiousdisease specidist at Duke University Medical
Center and Durham Veterans' Hospital; Paul Cook, East
CarolinaUniversity and Pitt County Health Department
TB medical consultant; David Weber, UNC/N.C.
Memoria Hospital; William*“Bill” Hunt, TB medica
consultant at Craven County Health Department; and Dr.
William*“Bill” Tally, formerly TB medical consultant for the
N.C. TB Control Program.

Most recently the committee has been assisting the N.C.
TB Control Program in formulating protocolsto be used
in conjunction with our participation in several exciting
research study opportunities. The committee
recommended adoption of changesin the treatment of TB
diseasein personswith HIV/AIDS, following an urgent
memo from CDC which reported a larger-than-expected
number of Rifampin-resistant relapsesinclinical trials.
Additionally, the committee'sadvice hasbeen instrumental
inthe development of policy guidelinesfor Tuberculin
Skin Testing of refugees entering North Carolina
Committee members continue to work withthe TB
Control staff to incorporate changesin treatment
guidelinesfor both latent TB and active TB diseaseto
ensure compliance with national practice standards, and

they support and advocate N.C. TB Control’s policy of
directly observed therapy (DOT) as the standard of care
inNorth Carolina.

Occasionally, these physicians are called upon to act as
local experts, providing guidanceto community physicians
on subjects such as drug resistance or intolerance,
aternativetherapies, and drug dosing in the setting of

renal failure. They also play asignificant roleinthe
ongoing education of medical students, residentsand
house staff intheir own institutions.

Our next challengewill bethelong-anticipated
recommendationsfor changesin thetreatment guidelines
for TB disease, due out of CDC in the late summer. Wein
TB Control feel fortunate to have such dedicated and
knowledgeable physicians available to advisethe program
on these and other developments.

TB Morbidity: 2001

Last year was a record-breaking year for the N.C. TB
Control program. Three hundred ninety-eight casesof TB
were reported for 2001, the fewest number of cases of
TB ever in North Carolina. We attribute a significant
portion of the decrease to the consistent use of directly
observed therapy (DOT) and improved contact
investigation and surveillance by local health department
staff. Central to thisimprovement has been case
management and oversight, aswell ascritical TB-
management training provided to thelocal health
department staff by the TB Control nurse consultants.

The breakdown of TB in North Carolinaremains
consistent, with 75 percent of cases being pulmonary. The
primary extrapulmonary disease sitesarelymphatic (34%)
and pleural (24%). The case trend by age has continued
to decline across all age groups. While the number of
casesin blacks continuesto outnumber casesin whites,
there has been a 41 percent decrease in the number of
casesin black Americans since 1994. Casetrendsin
persons who are foreign-born continue to be flat;
however, theforeign-born population accountsfor an
Increasing percentagein the overall number of cases
reported to us.

Whilethetotal number of TB casesin many of our
counties has declined, asmall number of counties continue
to report the majority of cases. Eight counties account for
193 (48%) of the total cases reported: Wake 41;

(continued on page 11)



NORTH CAROLINA TB STATISTICS, 2001

HIV Testing Status, TB Cases

1996

30% of peoplewith TB are still not

being tested for HIV. Thismay bea

missed life-saving opportunity to begin

treatment of their HIV/AIDS.
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Minimizing Risks from
CCA-Treated Wood

Prepared by Luanne Williams, Pharm. D., Toxicologist,
Occupational and Environmental Epidemiology Branch

Whileresidentia usesof pressure-treated wood containing
apesticide known as CCA (chromated copper arsenate)
are soon to be phased out, existing structuresand supplies
of thewood still poseahedthrisk, especialy to children.

CCA has been used in lumber for years to prevent
destruction from rot and insects. However, thearsenicin
CCA isaknown human carcinogen, and health experts
recommend that people avoid exposure to arsenic.
Consequently, the Environmental Protection Agency (EPA)
announced in February 2002 that asof December 31, 2003,
CCA cannolonger beusedto treat wood intended for use
in decks, picnic tables, landscaping timbers, gazebos,
resdentid fencing, patios, wakways, boardwalks, and play-
Sructures. (Seewww.epagov/pesticides/citizensg/Ifilehtm.)

While new uses of the wood will be limited, existing
structuresmay still expose children and othersto CCA. As
treated wood weathers, arsenic can leach from thewood,
leaving residues on thewood' ssurface and in nearby soil.
Young childrenwho play on decksor playscapesmadefrom
CCA-treated wood can get arsenic ontheir handsand may
theningest arsenic residuesif they eet, drink or placetheir
handsinto their mouths.

Because of the associated cancer risks, the public should
avoid wood treated with arsenic when building structures
likeplaygrounds, decks, or picnictables. Homeownerswho
are planning to add adeck or playground should beonthe
lookout for arsenic-free alternatives such as cedar,
redwood, plastics, metal, and composite materias. In
addition, simple precautions can reduce the health risks
posed by wood structuresthat are already in place.

Rather than removing existing playground equipment or
decksbuilt with CCA-treated wood, theN.C. Division of
Public Hedlth providesthefollowing guideinesfor protecting
children, petsand othersfrom possible arsenic exposure:

* Sed exigting trested-wood structuresevery 1-2 yearswith
aweather-resi stant coating such asan oil-based, semi-
transparent stain. Penetrating sealantsform abarrier on
thewood surfacethat can sgnificantly reducetheamount
of arsenic released from thewood while a so protecting
and preserving the wood. (See www.caes.state.ct.us/
PlantScienceDay/1999PSD/arseni c99.htm).

» Keep children and pets away from under-deck areas,
wherearsenic may haveleached.

» Make sure children wash their handsthoroughly after
playing on wood structures, especially before eating or
drinking.

* Since the soil under previously unsealed wood play
structuresmay contain arsenic, useabuffer such asnatura
(untreated) wood chipsor sand under the structures.

* Do not usemulch or wood chipsmadefrom CCA-treated
wood.

* Food should not comeinto direct contact with any treated
wood. Cover tableswith tablecl oths.

* Treated wood should not be used whereit may comeinto
direct or indirect contact with drinking water.

» Do not sand CCA -treated structures or power-wash by
highly abrasvemeans.

» Do not use CCA-treated wood to build picnic tables,
garden beds or compost bins, and do not grow edible
plants near CCA-treated decks.

Do not burn CCA-treated wood, astoxic chemicalsmay
berd eased in the smoke and become concentrated in the
ashes.

» Cut CCA-treated wood outdoors and wear adust mask,
gogglesand gloves. Clean up al sawdugt, scrapsand other
construction debrisand dispose of inthetrash.

* After working with CCA-treated wood, wash exposed
skin, especialy hands, with soap and water before egting,
drinking or using tobacco products. Wash work clothes
separately from other househol d clothing beforewearing
themagain.

* Homeownerswho are planning to
add or repair adeck, playground
or other outdoor structure should
look for arsenic-freeaternatives
suchasredwood, cedar, arsenic- -~
free treated wood, plastics, *«
compositematerialsor metal.

For more information, see the N.C. Division of Public

Health’ sarseni c webpage at www.epi.state.nc.us/epi/oii/

cca.html or the EPA's CCA website at www.epa.gov/

pesticides/citizeng/1file.htm. For specific questions, call the

Occupationa and Environmental Epidemiology Branch at

(919) 733-34100r Dr. LuanneWilliamsat (919) 715-6429.
g O 0



Advice on Eating Fish

Prepared by Luanne K. Williams, Pharm.D., Toxicologist
Occupational and Environmental Epidemiology Branch

Benefitsand Risksof Eating Fish

Fishisagood sourceof high-quality
protein, essential fatty acids, and
mineralssuch asironandzinc. The
developing retinaand nervous system
of an unborn child may benefit from
maternal consumption of fishduring
pregnancy. Consumption aslittle asoneto two meal s per
week of fish has also been associated with alowered risk
of coronary heart disease. However, consumption of some
kinds of fish should be avoided dueto highlevelsof
mercury inthe meat of thefish. Anenvironmental
pollutant, mercury (intheform of methylmercury) can
accumulateto harmful concentrationsin certainfish, posing
ahealthrisk to vulnerable popul ations such asdeveloping
fetusesand young children.

The devel oping human nervous systemisparticularly
sengitiveto mercury. Severa studieshavereported
increasing effectson the devel oping nervous system of an
unborn baby with increasing maternal mercury exposure
from routine materna consumption of fish and whale meat.
Neurological processesin the areas of language, attention
and memory were most affected. Those deficits appeared
to subsequently affect theway the children thought,
learned and problem-solved.

Studies conducted among fish-eating popul ationsin New
Zedand and the Faroe | ands have shown the devel oping
fetusto beat least threetimes more sensitive to food-borne
mercury than adults. In addition, neurological effectssuch
asataxiaand paresthesiawere reported in adults after they
ategrain contaminated with very high concentrations of
mercury.

Fish Tissue Sampling Led to State Advice
State and national fish tissue monitoring datahavereved ed
high mercury concentrationsin predatory oceanfishandin
certain North Carolinafreshwater fish. The high-mercury
ocean fish are shark, swordfish, king mackerel andtilefish.
Thehigh-mercury freshwater fish are blackfish (bowfin),
jack fish (chain pickerdl) and largemouth bass caught in the
eastern half of the state.

If apregnant woman consumes 16 to 32 ounces (two to
four 8-ounce meals) aweek of high-mercury fish, her child
may have about a5 percent higher risk of adverse effects
on cognitive and academic performancesresulting from the
in-utero exposure. Because of therisksto unborn babies

and young children whose nervous systemsare still
developing, the Stateis recommending that women of
childbearing age and children avoid eating fish that are high
in mercury. However, because of the benefits of eating
fish, the Stateis a so encouraging women of childbearing
age and childrento eat other fishthat arelow in mercury.
Thisadviceisconsistent with the national advisoriesissued
in January 2001 by the U.S. Environmental Protection
Agency (EPA) and the Food and Drug Administration
(FDA). North Carolinaisalso providing advicefor other
adultson eating fish (seeguiddlinesbelow).

N.C. Division of Public Health’s

Advice on Eating Fish

Women of Childbearing Age (15-44 years), Pregnant
Women and Breastfeeding Women, and Children under
15 Years of Age:

e Donot eat shark, swordfish, tilefish or king mackerel;
or bowfin (blackfish), chain pickerel (jack fish) or
largemouth bass caught in North Carolinawaters south
and east of Interstate 85. Thesefish areoften highin
mercury.

e Eat uptotwomealsper week of other fish.

Other Women, Men, and Children 15 Yrs. and Older

* Eat no morethan one meal per week of shark,
swordfish, tilefish or king mackerel; or bowfin
(blackfish), chain pickerel (jack fish) or largemouth
bass caught in North Carolinawaters south and east of
Interstate 85. Thesefish are often high in mercury.

e Eat uptofour mealsper week of other fish.

Note: A “meal” is 6 ounces of cooked fish for adults
and for children 15 years and older, and 2
ounces of cooked fish for younger children.

Fishthat areLowin Mercury
Thefollowing ocean fish arelow in mercury and aregood
additionsto ahedlthy, balanced diet: cod, whitefish, pollock,
mahi-mahi, ocean perch, halibut, haddock, flounder,
croaker, herring, canned tunaand other canned fish,and
shellfish such asas shrimp, crab, lobster, clams, oystersand
scallops. Low-mercury freshwater fishincludefarm-raised
fish, trout, crappie, sunfish, white perch, yellow perch,
bream and salmon. All fish and shellfish should be properly
stored, prepared and cooked.

Additional I nfor mation
Additiond informationisavailable ontheweb at
www.schs.state.nc.us/epi/fish or by calling Occupational
and Environmental Epidemiology at (919) 733-3410. [



(PSST RIQT, continued from page 2)

distributed throughout the community by GCHD
SyphilisElimination Staff, SCADPand Niagtaff.
Outreach workersand Guilford SEP staff assembled
bags of information and condomsbagsfor distribution
during the RIOT, along with goodiebagsto giveto
children at homesvisited by team members. The HIV/
STD Branch coordinated these activities.

PSST teamsweredivided into twelvegroupsof 4t0 5
memberseach. Theteamsprovided free, confidentia
on-the-spot testing for syphilisand HIV; education
about syphilisand the correlationto HIV; and the
collection of epidemiological data. GCHD extended
clinichoursby having aheathfair on Saturday at Shield
of Faith Ministries. An outreach team was al so present
at the Stone Soul Picnic sponsored by radio station
97.1tooffer confidentia testinginamobilevan.

Results
During theweekend, the PSST teamsreached over
nine hundred residents. Two hundred fifty-seven
individualswere screened for syphilisduring the PSST
RIQOT. Eleven positiveswereidentified, for a4 percent
seropositiverate. Of those, 4 percent (5 cases) were
new casesof syphilis. Six had previoushistories.

Two hundred thirty personsal so agreed to betested for
HIV. Six positiveswerefound, for a3 percent serop-
ogtiverate.

Theweekend outreachisnot theend of aRIOT effort.
On November 9-10, asimilar event took placein
Columbus County—the CARESRIOT, Columbus
AwakensRes dentsby Eliminating Syphilisfor the
Rapid Intervention Outreach Team, duringwhich 313
peoplewere screened for syphilis, 212 of whomwere
asotestedfor HIV. Theloca coalition continued to
follow upin affected communities, and on March 22
state staff met with Columbus County Health Depart-
ment staff and thelocal community-based organizations
inaRecap RIOT mesting. To continuetoincrease
public awarenessaswell ascombat the syphilisin-
crease, thegroup decided that jail screeningwould be
developed for the county, al patientsseen at thelocal
health department would recelve syphilisscreening and
be encouraged to betested for HIV, outreach/screening
effortswould continuewith education by theoutreach
workersfrom the Dream Center (alocal CBO), and

HIV/STD Prevention and Carewould have another DIS
position transferred to Region V11 to ensurethat the
county would have continuous coverage. CDC sent Dr.
Arlene Sena Soberano to work with the community
coalition to determine causes of the outbreak, toidentify
future plansand needs of the community, and to continue
to educate other health care providersinthearea. A press
conferencewasheld by health director Marion Duncan
and Evelyn Troy, director of the Dream Center, to share
thefindingsof theRIOT withthecommunity. Smilar
followupsare planned for Guilford County.

These successful efforts continueto demonstrate that
North Caroliniansworking together do make adifference.
For further information pleasecall Evelyn Foust, HIV/
STD Prevention and Care Branch, at (919) 733-9490 or
CarolineMosely, Guilford County Health Department, at
(336) 373-3136.

o o o

Eastern North Carolina Pediatric
HIV Case Management Services

and Social Work Program

Prepared by Portia W. Reese, Contract Administrator
AIDSCare Unit

The Eastern North CarolinaPediatric HIV
Case Management Program was created to
providein-homesocia work servicestofamilies
with HIV-infected children. By providing
intengve servicesby professionasspecifically trainedin
pediatric HIV, the program aimsto reduce the need for
foster carefor these children. The North CarolinaGeneral
Assembly established the case management program and
currently awardsnon-encumbered HIV Foster Care
moniestothe AIDS Care Branch (ACU), which then
contractswith three programsto provide pediatric
servicesto 32 eastern North Carolinacounties.

Thedtrategic goasfor theHIV pediatric program areto:

+  Offer casemanagement and social servicestoal
familieswith HIV-infected or HIV-exposed children
inthe catchment regions.

+  Providetraining for serviceagenciesinthe catchment
regionsthat deal with HIV-infected individuas,
focusing on children’sand women'’ sissues.

«  Work inall wayspossibleto optimize therecognition
of HIV-infected pregnant women so that appropriate
interventions can be madeto decreasetherate of

(continued on page 9)



(Pediatric Services, continued from page 8)
vertica transmissonof HIV.

+  Provideservices, planning and coordinated carefor
all exposed infantsand childrenin the catchment area.

«  Promotethesharing of regiona and statewide
resources.

«  Workinal wayspossibleto promotetreatment,
medical adherenceand safe practicesfor infected
teensand motherswithin the catchment area.

Theservicesare provided by five social workers. Three
areoutreach workersfor the Duke University Infectious
DiseaseClinic, oneservesat East CarolinaUniversity
Medica Center, and oneisat New Hanover Regional
Medical Center.

Theprogram focusand socia work activitiesof thefive

pediatric social workersaresimilar and include:

«  Providingin-homeservicestofamilieswithHIV.

+  Servingasaliaison between themedical centersand
thefamilies

+ Locating funding and resourcesto assst familiesin
getting to medica gppointmentsand successfully
completingdlinicvigts.

«  Providing servicesto help clientsadjust to taking
complicated medicationsregimens.

« Hdpingplanfor careof thechildrenwhenaparent’'s
hedlth deteriorates.

+  Heping parentssharedifficultinformation with
children about the disease process.

« Assgingtheentirefamily unit to cope, adjust and
unite.

« Hepingfamiliesaccessloca resourcesfor al family
needs.

+  Educatingisolated regiona countiesabout the needs
of childrenwith HIV, their rightsto confidentiaity and
preventionof HIV transmissoninthehomeand
community.

+  Providingtrainingtoindividuas, public school officids
and staff, church and civic groupsand local socia
servicesagency staff onissuesof abuseand neglect,
family planning, education and prevention of the
transmission of HIV to babiesof pregnant women.

Thethreefull-time outreach social workersat the Duke
University Medica Center each serve80to 90 families,
including referralsfrominfectiousdiseaseclinicsand local
agenciesthroughout eastern North Carolina. These
professiona s primarily work with infected childrenand
adultsand the affected family group. Over 50 percent of
thetotal family unitsthat visit theclinicareintroduced to

existing servicesand hel ped through various systemsby
the outreach socia workers. Inthe 2000 funding period,
the program provided direct and coordinated servicesto
16infected children; served 4 infected adult women;
provided counseling and training to over 75 exposed
children and 150 affected family members,; and planned
and/or participated in over 25 training events. Asaresult
of the combined efforts of the social workersservingthe
pediatric clinicsand outreach servicesin thisregion, there
has been a25 percent drop in theinfection rate of
newborninfants.

TheEast Carolinasocia worker providesacombination
of clinic and outreach servicesto infected and exposed
childrenandtheir families. Shea so servesexposed
infantsthrough hospital referral and providesfollow-up
servicestotheseinfantsand mothers. Thissocia worker
partnerswith the Duke outreach staff indl training events
and, through referral, alarge percentage of outreach
efforts. During thelast contract period, the East Carolina
program provided servicesto approximately 45 infected
and/or exposed children and 120 family members.

The New Hanover Regional Hospital social worker saw a
total of 330 clientsin the past two years. Thirty-four
exposed or HIV-positive children from the Pediatric
Specialty Clinicwereserved, aswell asinfected pregnant
women and affected family members. Thissocia worker
focuseson providing daily prenatal servicesto every
HIV -infected woman entering the maternity clinic at New
Hanover Regional. Themothersare encouraged to
continue with medication and medica adherence
programs, and continuing training, education and support
isprovided to infected mothersto prevent increased
incidenceof infantsexposedto HIV. Eachinfantis
provided servicesfor 18 monthsfollowing birth, and the
socia worker followsall exposed infantsto ensure that
required immuni zationsareadministered. Thissocia
worker formed and conductsamonthly support group for
women and coordinates the sponsorship of an annual
support retreat for local infected women.

TheNorth CarolinaHIV/STD Prevention Sﬁ—,
and Care Branchiscommittedtothe \/é?( "
expansion and accessibility of quality R
careand servicesto al exposed
andinfected childrenandfamilies
initscontinuing effortsto
decreasetheincidenceof HIV
and AIDSand eventudly
eradicatethediseasefromthelivesof all
North Carolinians. [




Reported Communicable Diseases, North Carolina, January-March 2002 (by date of report)*

Disease Year-to-Date (First Quarter) 1st Quarter
2002 2001 Mean (97-2001) 2002 Comments/ Note

Campylobacter 98 70 91 98
Chlamydia, |aboratory reports 5323 5381 5007 5323
Cryptosporidiosis 13 11 - 13 Note1 & 2
E. coli O157:H7 6 14 8 6 Note 3
Ehrlichiosis, Monocytic 1 0 - 1 Notel & 2
Encephalitis, Californiagroup 1 0 0 1 Note 1 & 4
Foodborne, other 2 3 3 2
Foodborne, staphylococcal 4 0 8 4
Gonorrhea 3849 4359 4410 3849
Haemophilusinfluenzae 11 18 1 11
Hepatitis A 90 30 12 0
Hepatitis B, acute 46 51 62 46
Hepatitis B, chronic 186 110 158 186
Hepatitis C, acute 6 6 5 6 Note 1 & 4
HUS-TTP 2 0 - 2 Notel & 2
HIV/AIDS 388 309 388 388 Note 5
Legiondlosis 3 2 3 3
Listeriosis 1 0 - 1 Note 8
Lyme disease 11 2 5 11
Malaria 6 1 4 6
M eningococcal disease 11 36 26 1
Meningitis, pneumococcal 21 21 20 21
Mumps 1 0 3 1
Rabies, animal 132 143 146 132
Rocky Mountain Spotted Fever 30 6 8 30
Samondlosis 223 233 207 223
Shigdlogs 65 3 66 65
Strepto. A, invasive 50 35 - 50 Note 2
Syphilis, tota 166 253 336 166 Note 6
Toxoplasmosis, congenital 1 0 -
Toxic Shock Syndrome 2 2 1 2
Tuberculosis 49 52 64 49
Tularemia 1 1 1 1
Vibrio, other 4 2 - 4 Note 2
Vanco. Resistant Enterococci 157 153 - 157 Note 2
Whooping cough 11 23 26 n

* Preliminary data, as of 6/14/2002. Quarters are defined as 13-week periods.

Notes: 1. - =Not reportable in this entire time period; 2. Became reportable 8/1/1998; 3. Became reportable 10/1/1994; 4.
Became reportabl e as such 8/1/1998; previously within other category (“Encephalitis’; and “ Hepatitis, non A-non B”); 5.
Earliest report with HIV infection or AIDS diagnosis; 6. Primary, secondary and early latent syphilis; 7. Became report-
able 7/1/1997; 8. Became reportable 7/2001.
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(“ Syphilis Alert”, continued from page 3)

Therecent“ SyphilisAlert” |etter did thefollowing:
Discussed the extent of the syphilisprobleminNorth
Carolina

Encouraged routinescreening of individua swho
practicehigh-risk behaviors.

Provided recommendationsfor diagnostic techniques
and guiddinesfor syphilistreatment.

Offered client educationinformation messages.
Provided theNorth CarolinaHIV/STD Prevention
and Care Branch phone number for reporting cases
within 24 hoursof diagnos's.

Providedreferra information for partner notification.
Provided guidelinesfor prophylactic treatment of
exposed partners.

TheNorth CarolinaSyphilisElimination Program

contracted with the North CarolinaMedical Society to

developand mail out thederttoal North Carolina

Medica Society practicingmembersandtoal medica

practitionerslisted by the North CarolinaMedical Board.
O 0O 0O

(TB Updates, continued from page 4)

Mecklenburg 40; Guilford 27; Cumberland 21; Durham
19; New Hanover 16; Forsyth 15 and Pitt 14. At the
sametime, local TB control effortsin these countiesare
threatened by budget and staffing cuts. Providing DOT to
cases requires tremendous dedication and effort. As
demonstrated in New York City in the early 1990s, when
funds become restricted and TB control effortsare
compromised, TB can come back with avengeance. The
fact that N.C. counties are able to maintain effective
programs, as evidenced by declining case numbers, isa
tribute to the perseverance of local county TB staff.

Another important trend has been theincreasein the
number of personswith TB who are being tested for HIV
infection. In 1994, approximately 48 percent of persons
with TB were tested for HIV, while today we can report
that 70 percent are being tested. The percentage of
persons co-infected with HIV and TB remains around 10
percent. Detection of HIV co-infection providesthe TB
patient with the opportunity for referral and treatment of
hisor her HIV disease. Drug treatment regimensfor TB
and HIV are altered when co-infection exists, but
effectivetherapies can cure TB and improvethe quality
of lifein someonewhoisasoHIV infected. [J
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Employee Recognition:
Beverly Cooper

Employee of the Quarter
Prepared by Patsy West, Administrative Assistant

Epidemiology Section Office

Ms. Beverly Cooper hasreceived the
Epidemiology Section’'sEmployee
Recognition Award for Spring quarter,
2002. Shewasnominated in the category
of “Significant Contributionto Moraleor
Effectivenessof Their Work Unit.”

Ms. Cooper began working with the Occupational and
Environmental Epidemiology Branch of the Epidemiology
Sectionin January, 2001. Asthefront desk receptionist,
sheisthefirst contact for peoplewho require assistance
from the OEE Branch. Ms. Cooper’s demeanor and
personal presentation never fail to offer aprofessiona and
competent welcometo al who need help, whether visiting
inperson or calling by telephone. Sheispatient, kind, and
goesto great lengthsto ensurethat the public and other
agency representativesrecei ve appropriate assistance.
Sheawayspresentsapositive, friendly and upbeat
attitude. Thereisno suchthing asa®bad day” for
Beverly’sco-workers, because she brightensthework
environment with her attitude and personality. The
Occupationa and Environmenta Epidemiology Branchis
very fortunate to have such aprofessional and pleasant
representative asamember of theteam.

Inaddition to receiving the Epidemiology Section’s
Employee Recognition Award, Ms. Cooper will be
presented with agift certificate from the Section
Management Team. O
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